




Gerald W. Daniel, DDS
1200 Overlook Terrace, Suite A - Fort Worth, Texas  76112 - (817) 457-4481

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand, under the Health Insurance Portability & Accountability Act of 1996
(HIPPA), I have certain rights to privacy regarding my protected health information.  I
understand this information can and will be used to:

- Conduct, plan and direct my treatment and follow-up the multiple
healthcare providers who may be involved in that treatment directly and
indirectly.

- Obtain payment from third-party payers.
- Conduct normal healthcare operations such as quality assessments and

physician certifications.

I acknowledge I have received your Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my health information.  I understand
this organization has the right to change its Notice of Privacy Practices from time to time
and I may contact this organization at any time at the address above to obtain a current
copy of the Notice of Privacy Practices.

I understand I may request in writing you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations.  I also understand you
are not required to agree to my requested restrictions, but, if you do agree, then you are
bound to abide by such restrictions.

Print Patient Name: ___________________________________________

Relationship to Patient: ___________________________________________
(if not signed by patient)

Signature: ____________________________________________

Date: ____________________________________________

Office Use Only

I attempted to obtain the patient’s signature in acknowledgement on this Notice of
Privacy Practices Acknowledgement, but was unable to do so as documented below:

Date: __________ Initials: __________ Reason: _____________________________



GERALD W. DANIEL, D.D.S.
1200 Overlook Terrace, Suite A—Ft. Worth, TX 76112—817-457-4481

Patient Financial Policy
We at Dr. Daniel’s office are proud to be a part of a team whose primary mission is to deliver the finest and
most comprehensive general dentistry today.  In order to achieve these goals we need your assistance and
your understanding of our payment policy.

1. Payment is due at the time services are rendered unless other payment arrangements have been
approved in advance by our financial coordinator.  We accept payment for services in cash, check,
Visa, Master Card, Discover and American Express.

2. For extensive treatment we offer an accounting courtesy for treatment paid in full prior to the
service in cash or check.  We will always clarify financial arrangements prior to treatment. 

3. As a courtesy to our patients, we have extended financing available through Care Credit.  There
are resources available to support you in having optimal treatment when you need it.  Please check
if you are interested in extended financing.          YES                 NO

4. Fees quoted are accepted for 90 days.  In the event that clinical conditions warrant a different
treatment you will be notified of changes in fees prior to proceeding with the procedure.

5. Balances older than 60 days will be subject to interest chares of 1.5% per month, or 18% annually.
6. A $35 NSF fee will be charged on all returned checks.
7. In the event that payment is not made for services within the agreed period of time, our attorney

will be advised and formal action to collect will be initiated.  You will be responsible for any and
all attorney fees, court costs and/or collection fees incurred.

8. As a convenience to our patients we send appointment reminders for all preventive care
appointments one month before to the appointment, this is the time to make any change to the
appointment.  As a courtesy we also make reminder calls 24-48 hours before your appointment.
If you wait until your 24-48 hour reminder call to reschedule your appointment you may be
charged a late cancellation fee.  This fee must be paid before any future appointments will be
scheduled in our office.

Employee Benefit Plans
We will gladly process your employee benefit plan claim, estimate your deductible and the portion not
payable by your plan.  The estimate amount not payable by your benefit plan is due at the time of treatment
and may be paid by any of the options above.  Our estimates are subject to final approval by your
employee benefit plan; therefore, the amount due to our office by you is subject to change.

Our office is one of the few that still submit dental claims to benefit plans for patients; most offices require
payment in full at the time of treatment and the benefit plan reimburses the patient.  We will submit your
claim when you come in for treatment, if the employee benefit plan has not paid their portion within 30
days we will submit a second time.  If the employee benefit plan does not pay within 30 days of the second
submission we require the patient to pay the balance within 10 days.

NOTE: Your insurance is a contract between you, your employer and the insurance carrier.  We are not a party to
that contract.  If you have a problem with your insurance coverage, we ask that you speak directly to your insurance
company.  Your charges in our office are your responsibility from the date services are rendered.  We do not base
your diagnosed treatment on your insurance coverage.  We base it on your needs and desires.  We take pride in the
quality care we offer our patients and make every effort to have your dental visits with us be as comfortable as
possible.

Thank you for reviewing our financial policy.  We make every effort to explain your costs to you and to
avoid misunderstanding so that we may focus on your dental health.  If you have any questions please ask.
We are here to serve you.

I have read, understand and agree to abide by this policy.  I have been given the opportunity to receive a
copy of this document. 



Signature ___________________________________________________ Date ______________________




